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We report a rare case of chest tuberculoma with tumor-like appearance of which diagnosis was made by
surgery. A 40-year-old woman presented to our hospital with a complaint of a right chest mass. Her past
history was pulmonary tuberculosis. One year prior to this presentation, she was treated. Chest MRI
revealed a solid and oval mass in the right lateral chest wall. Then, surgical resection was performed.
Histopathological examinations revealed caseous necrosis, epithelioid cell granuloma, and multinucle-
ated Langhans’ giant cells, but no neoplastic cell was found. We conﬁrmed that the mass was clinically
compatible with tuberculoma. The characteristic presentation of the chest wall tuberculosis is abscess,
which is frequently cystic, doughy, or soft. However, there is no report with chest wall tuberculoma as
the initial presentation of tuberculous lesion arising in chest wall in a review of the English literature.
 2009 Elsevier Ltd. All rights reserved.1. Introduction
The chest wall tuberculosis is a rare disease and accounts for
1–2% of all cases of tuberculosis.1 The characteristic presentation of
the chest wall tuberculosis is abscess, which is frequently cystic,
doughy, or soft.2 However, there is no report with chest wall
tuberculoma as the initial presentation of tuberculous lesion
arising in chest wall in a review of the English literature. We report
a case of chest tuberculoma with tumor-like appearance of which
diagnosis was made by surgery.2. Clinical summary
A 40-year-old woman presented to our hospital with
a complaint of a right chest mass. The mass was ﬂattened, elastic
hard, and about 5 cm in greatest dimension in the right back. The
patient had not had fever and respiratory tract symptom. Her past
history was pulmonary tuberculosis. One year prior to this
presentation, she was treated on isoniazid (INR, 300 mg/day),
rifampicin (RFP, 450 mg/day), ethambutol (EB, 750 mg/day), and
pyrazinamide (PZA, 1.5 g/day) for 2 months; and subsequently, INR
(300 mg/day) and RFP (450 mg/day) for 4 months.: þ81 27 243 3380.
iyoshihara).
rved.There were normal values on hematology, biochemistry, and
tumor maker. Ultrasonography showed a solid mass which
signaled a soft tissue tumor such as ﬁbroma or lipoma. Chest
roentgenography showed no abnormal lesion in the lung ﬁeld.
Chest computed tomographic scan on admission revealed a solid
and oval mass in the right lateral chest wall. Horizontal
T1-weighted image (T1WI) magnetic resonance imaging (MRI)
demonstrated a 4-cm low-intensity mass. T2WI MRI showed
slightly low intensity. The surrounding ribs and muscles seemed
intact (Fig. 1).
We suspected a soft tissue tumor, so a percutaneous biopsy of
the mass was recommended but not done because of her refusal.
She desired diagnosis and cure, concurrently. Surgical resection
was performed. The mass adhered to the surrounding tissuedthe
latissimus dorsi muscle. The operating time was 70 min and the
blood loss was 20 g.
In a gross examination of the resected specimen, a yellowish-
white and irregular mass was 4.5 cm in maximum diameter.
Histopathological examinations of hematoxylin and eosin-stained
sections for resected specimens revealed caseous necrosis,
epithelioid cell granuloma, and multinucleated Langhans’ giant
cells (Fig. 2). No neoplastic cell was found. Although acid-fast bacilli
were not conﬁrmed, we conﬁrmed that the mass was clinically
compatible with tuberculoma.
In postoperative course, the patient was discharged on post-
operative day 2. We conﬁrmed no other inﬂammatory lesions by
Fig. 1. A, Horizontal T1WI MRI demonstrates a 4-cm low-intensity mass; and B, T2WI
MRI shows slightly low intensity. The surrounding ribs and muscles seem intact.
Fig. 2. A, The resected specimen is a yellowish-white and irregular mass, and 4.5 cm in max
epithelioid cell granuloma, and multinucleated Langhans’ giant cells (Hematoxylin and eos
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tional treatment for tuberculosis was not done. The patient has
been healthy for 6 months after surgery.3. Discussion
Tuberculosis of the chest wall is rare; especially, its presentation
has varied appearances as a pyogenic abscess or soft tumor.1 Our
case had a solid massdtuberculoma byMycobacterium tuberculosis.
That made us confuses tuberculoma and neoplasm.
How did tuberculosis bacteria reach and grow at the chest wall
soft tissue? Some authors suggested hematogenous dissemination
from a dormant or inapparent infectious focus3 and direct exten-
sion from a lymphadenitis of chest wall.4 We guess that focus in the
present case was localized, so tuberculous bacilli in the pleural
space were disseminated to inter-costal and -muscular lymph
nodes. These nodes became a caseous material that burrowed into
the chest wall.
Tuberculoma is formed by locally mutual reaction between the
virulence of the mycobacterial bacillus and resistance of immune
response from the host. Thus inﬂammation keeps the tuberculoma
growth in check until the tuberculous bacilli overwhelm the
defense of host immunity. Therefore, instead of disseminating to
the surrounding tissue the bacterium might grow locally as a soli-
tary mass.
We believe that precise diagnosis and prompt treatments are
important for patients in whom chest tumors are suspected from
the radiographic appearance. It is true that the diagnosis of chest
wall tuberculosis is commonly established by needle aspiration of
the mass to exclude neoplasms or other bacterium. Although
tuberculomas are a common disease, it is often mistaken for
neoplasms.5 Maybe therefore, we ought to have performed needle
biopsy to differentiate tuberculoma from others because tuber-
culomas can be cured by noninvasive medical treatment. However,
it was highly unlikely to suspect tuberculomas becauseimum diameter; and B and C, Histopathological examinations reveal caseous necrosis,
in staining. B, upper, 4; and C, lower, 20).
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liquid component. Additionally, needle aspiration biopsy is not
always reliable.3 Anyway, there can be no doubt about that we
could ﬁnish off a diagnosis and treatment by the surgical resection.
In appropriateness and efﬁciency of surgery, the surgical resection
for chest wall tuberculosis is controversial. Only antituberculous
drug gave sufﬁcient result,6 but not always did.7 Kuzucu et al.
recommend combination of medical treatment and wide
debridment.2Conﬂict of interest statement
The authors indicated no potential conﬂicts of interest.References
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